constitute the first cluster of this amnestic syndrome to be documented outside of Massachusetts. This wider distribution implies that physicians in other states should be aware of this syndrome when evaluating patients with new-onset amnesia, particularly those with a history of substance use.
Background: Rising use of postacute care (PAC) facilities over the past 2 decades has contributed to increased transitions of care in the last year of life (1, 2) . Medicare PAC facility benefits cover rehabilitation from acute illness in skillednursing facilities, inpatient rehabilitation facilities, or longterm acute care hospitals. Amid pressure to reduce length of stay, hospitals often use PAC facilities as a stopgap and send elderly patients near the end of life to facilities designed more for rehabilitation than palliative care. The role of PAC facilities as a discharge destination for patients in the last days or weeks of life has been underappreciated, particularly because the alternative choice of hospice care may improve their quality of life (3) .
Objective: To assess the use of PAC facilities, overall and by hospice use, as well as hospital readmissions from these facilities in patients near death.
Methods and Findings: We studied Medicare fee-forservice beneficiaries who died between 2006 and 2011 using the beneficiary summary files, data from the Medicare Provider Analysis and Review, and hospice base claims. We described use of PAC facilities and acute hospitals overall and by hospice status, dichotomized as any versus no hospice claims in the last year of life. Among 8 216 193 Medicare beneficiaries who died, 23.3% received care in a PAC facility in the last 90 days of life. Further, 16.1% received care in a PAC facility in the last 14 days of life and 9.9% received care in in a PAC facility on the day of or day before death. Among patients using a PAC facility within the last 30 and 90 days of life, 50.1% and 60.4%, respectively, returned to an acute hospital before death; most of these readmissions were transferred directly from PAC facilities ( Table 1) .
Among all Medicare beneficiaries who died during the study period, 39.0% used hospice services in the last year of life. Those who did not had higher use of acute care hospitals and PAC facilities in the days and weeks before death ( Table 2) .
Discussion:
Patients who used PAC facilities in the last month of life were frequently readmitted to an acute care hospital before death, and patients who did not use hospice services had higher use of acute care hospitals and PAC facilities before death. Given the lack of palliative care expertise in PAC facilities and the key contribution of such facilities to Medicare spending growth (4), these transitions may lead to lower-quality end-of-life care for patients and increased cost to the health system.
Many potential explanations exist for high use of PAC facilities and hospital readmissions near the end of life. Although some patients may have unrealistic hopes for rehabilitation, many frail elderly patients hospitalized for serious illness may be unable to return home because of functional decline, lack of caregiver support, or difficulty controlling such symptoms as pain or dyspnea. Postacute care facilities can meet some of these needs; however, such patients are often rehospitalized when their clinical status changes, leading to potentially burdensome transitions. Other patients interested in hospice may be unable to receive home-based hospice care because of functional decline or lack of a caregiver. Hospice facility fees for "room and board" for such patients can cost hundreds of dollars per day (5), because fully funded "general inpatient hospice" care is limited to those who require intravenous pain medication and intensive symptom management. That many of these patients may be discharged to Medicare-funded PAC facilities is thus not surprising.
These findings suggest future interventions and research questions and could inform conversations with patients near the end of life about their setting and goals of care. Policies that require documentation of advanced care planning before transfer to a PAC facility, including discussion of do-nothospitalize orders, could help facilitate these conversations. Further, financial incentives for PAC facilities to reduce hospital readmissions could help fund interventions, such as having palliative care clinicians on call to answer questions about managing acute symptoms or training the staff of PAC facilities in palliative care.
This study was limited by its retrospective, claims-based approach and lack of patient-reported data. Future studies should explore why patients use PAC facilities near the end of life and prospectively assess how doing so affects the quality of end-of-life care. (1) that the practice of diagnostic reasoning is sadly fading quickly in inpatient medicine. However, I believe that education is not the sole problem or the final solution. Financial and time-related pressures are turning even well-trained "thinking" residents into inpatient triage robots unfortunately retrained to stop thinking and instead focus on generating more revenue, building higher case-mix indices, and producing higher patient satisfaction and quality scores rather than refining their diagnostic skills. First, revenue. Relative value units are a central focus for many hospital medicine groups, often tied to a financial bonus. Thus, the more patients a hospitalist can see and bill high-level visits for, the more revenue that is generated. The emphasis becomes numbers, and the most practical way to see more patients is frankly to defer management to specialists-that is, order consults. Hospitalist progress notes that read "acute kidney injury, per nephrology; chest pain, per cardiology; cellulitis, per infectious disease" are the unfortunate result of these pressures, but this style of practice is effective in creating an impressively "productive" hospitalist group and a much easier workday for the physician.
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Second, case-mix indices. Hospitalists are pressured to document severity of illness to the extreme in order to generate the highest case-mix index and the highest hospital and evaluation and management charge possible. No hospitalist should deny that this practice leads, at a minimum, to an exaggeration of clinical diagnoses. A troponin level of 0.04 μg/L becomes a non-ST-segment elevation myocardial infarction. A cough and temperature of 99.5°F becomes sepsis and maybe even acute respiratory failure if someone happened to see the pulse oximeter decrease to 85% when the patient was wiggling his or her finger. The value of these diagnostic terms is sadly lost when they are abused in order to falsely amplify the severity of illness.
Finally, quality scores. Quality measures unfortunately often lead physicians to do things that are not consistent with good clinical judgment. For example, I admitted a patient after an acute tonic-clonic seizure. His lactic acid level was markedly elevated (of course from the seizure), and he had received a bolus of intravenous saline of 30 cc/kg of body weight and broad-spectrum antibiotics for sepsis by the time I saw him in the emergency department. For the emergency department, lactic acidosis equaled sepsis, and for sepsis, certain measures were closely tied to their bonus. For a patient with leukocytosis, tachycardia, and hypotension, most hospital quality officers would push the hospitalist to document sepsis and proceed with the sepsis bundle of treatment to meet quality measures. Yet, what if the patient is hypotensive and tachycardic from rapid atrial fibrillation and is receiving steroids for an exacerbation of chronic obstructive pulmonary disease? Fearing a query from the medical coder or quality officer, the hospitalist is more and more pressed to treat the quality measures rather than the patient.
Until the model of actual medical practice into which trainees are released changes, I predict that the diagnostic skills of inpatient internists will continue to decline. Potentially bundled inpatient physician reimbursement would encourage admitting physicians to take greater responsibility for their patients and make more clinical decisions independently. However, for now, following the current is much easier on a dayto-day basis. Even excellent diagnostic skills in a graduating medical resident will unfortunately quickly atrophy in such an environment. That's my diagnosis. TO THE EDITOR: I commend Simpkin and colleagues (1) for their initiatives to improve the competence of internal medicine trainees in the diagnostic process. Although they note that "the foundation of the diagnostic process is the patient's medical history and the physical examination," their recommendations for rebuilding the focus on diagnostic reasoning do not seem to address weaknesses in these critically important first steps. Deficiencies among trainees in performing a good history and physical examination are well-documented (2). Personal observations of residents performing physical examinations more recently suggest that these deficiencies persist. They include auscultation of the heart and lungs through the patient gown, examination of the abdomen with the legs fully extended, and incorrect use of the tuning fork and reflex hammer. Cursory patient histories and poor physical examination skills fail to uncover clues that lead to accurate diagnosis; the
